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Introduction Technique
Patients with common iliac artery (CIA) aneurysms In July 1999, a 70-year-old man presented with a short
present a particular challenge for endovascular repair. history of back pain and a pulsatile abdominal mass.
Stent-graft devices generally require at least 1 cm CT scanning confirmed a 6 cm abdominal aortic an-
length of normal artery distally to ensure secure place- eurysm with a large retroperitoneal haematoma. At
ment. CIA aneurysms, however, frequently extend operation both common iliac arteries were noted to
down to the iliac bifurcation, necessitating placement be ectatic but as the aortic bifurcation was not widely
of the distal end of the stent in the external iliac artery splayed the aneurysm was treated by insertion of
(EIA). In the absence of stent-grafts with aortic and an 18 mm Haemashield tube graft. He made a good
iliac bifurcations, deliberate pre-operative occlusion recovery apart from a minor chest infection that re-
of the proximal internal iliac artery (IIA) is usually sponded well to antibiotics and he was discharged
performed to produce complete aneurysm exclusion. home after 16 days. In June 2000 a follow-up CT
Ischaemic colitis has been reported in 13% of patients scan was performed to reassess the iliac arteries. This
who had one or both IIA’s interrupted and buttock revealed bilateral CIA aneurysms of maximum dia-
claudication in 32%.1 Other series have produced more meters 4.1 cm on the right and 2.9 cm on the left. As
favourable results with no serious ischaemic com- such these were felt to warrant elective repair6 and in
plications in 11 patients undergoing bilateral IIA oc- view of his previous surgery we elected to treat his
clusion.2 Nevertheless, standard teaching is to avoid iliac aneurysms by endovascular means.
acute bilateral IIA occlusion and some regard the Under general anaesthetic, both common femoral
necessity for this as a contra-indication to endovascular arteries were exposed and 5000 units of intravenous
repair.3 heparin administered. Via an antegrade approach, the
Two previous case reports have described main- right internal iliac artery was occluded just beyond its
tenance of internal iliac artery perfusion by inserting origin by coil embolisation. A 26×200 mm tapered
an aortomonoiliac stent-graft on the ipsilateral side Talent aortouniiliac stent-graft (Medtronic, Watford,
with a crossover graft and linking the contralateral Herts, U.K.) was then placed via the right common
internal and external iliac vessels with a covered femoral artery. The morphology of the right iliac sys-
stent.4,5 We describe a similar technique using a com- tem was more favourable whereas the left CIA origin
mercially available covered stent. was markedly angulated. The proximal end was sited
in the proximal part of the previous aortic tube graft
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Fig. 1. (A) Bilateral CIA aneurysms. Coil embolisation of proximal right IIA. Talent aortomonoiliac device introduced through the right
side. The proximal end of the device is infra-renal, within the aortic tube graft, and the distal end in the right EIA. (B) Wallgraft
endoprosthesis (12×70 mm) deployed from the left EIA to IIA.
no flow was seen in the left CIA. A guide wire was CIA aneurysms and perfusion of the left IIA via the
external to internal iliac endoprosthesis.then passed via the left common femoral artery and
manipulated into the left IIA where it was advanced
into a gluteal vessel. The initial guide wire was then
exchanged for an Amplatz Super-Stiff wire (Boston
Scientific, St. Albans, Herts, U.K.). The EIA measured Discussion
12 mm and the IIA 7 mm. A 12×70 mm Wallgraft
endoprosthesis (Boston Scientific, St. Albans, Herts, Complex pelvic vascular anatomy poses an important
challenge to the endovascular treatment of aortoiliacU.K.) was then introduced and deployed with the
distal end in the left internal iliac artery and the aneurysmal disease. Nearly 20% of common iliac ar-
teries in patients with AAA are aneurysmal7 and whenproximal end within the left external iliac artery (Fig.
1B). Additional tacking down with angioplasty bal- they involve the iliac bifurcation they are particularly
difficult to treat. Advances in stent-graft technologyloons was not required. Flow to the left lower limb was
restored by a rifampicin soaked 8 mm Haemashield and the appropriate combination of endovascular with
conventional surgical technique may benefit many of(Meadox) femoro-femoral cross-over graft.
Completion angiography (Fig. 2A, B, C) dem- these patients.
Deployment of an aortomonoiliac stent-graft withonstrated flow down the aorto-uni-iliac device,
through the cross-over graft and retrograde flow in ipsilateral internal iliac coil embolisation, contralateral
common iliac occlusion and femoro-femoral bypass tothe left external iliac artery filling the internal via the
Wallgraft. Both common iliac artery aneurysms were perfuse the contralateral limb has been used suc-
cessfully in this situation. A recent report detailed theexcluded. Postoperatively, the patient was commenced
on aspirin 150 mg daily. Spiral CT at 3-month follow- treatment of 51 patients in this manner with 98%
primary patency and 100% secondary patency at aup showed shrinkage and complete exclusion of the
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Fig. 2. Completion angiography. (A) Exclusion of right CIA aneurysm by the aortomonoiliac stent-graft. No flow down the left CIA. (B)
Perfusion to the left limb via a femoro-femoral cross-over graft. Retrograde flow in the left EIA and antegrade flow in the IIA via the
Wallgraft. (C) Branch vessel filling of the left IIA and retrograde opacification of the distal right IIA via collaterals.
median follow-up of 15.8 months.8 An alternative ap- which in the setting of IMA exclusion poses the risks
of pelvic and colonic ischaemia, vascular impotenceproach is to perform conventional iliofemoral bypass
to exclude bilateral CIA aneurysms prior to standard and neurological deficit. Although a staged bilateral
IIA interruption allows gradual thrombosis and col-endovascular repair of AAA.9 These procedures, how-
ever, entail interruption of bilateral internal iliac flow, lateralisation, persistent buttock claudication can be
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very incapacitating in a few patients.2 Therefore the References
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